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cancers and for some other sites (Young £t_ aj^-, 1981).  The measure used
(i.e., cumulative incidence to age 74) is an approximation of the life-
time risk of developing cancer of that site in the absence of death from
other causes (Day, 1976). Rates are higher for blacks of both sexes for
cancers of the esophagus, stomach, liver, and pancreas, and there is a
substantial excess of prostate cancer in black males.  However, the inci-
dence of bladder cancer is lower in blacks.
A number of cancer registries provide incidence data for different
racial groups (Waterhouse et_ al* , 1976).  For example, the age-adjusted
rates for stomach and large bowel cancer among Chinese living in the San
Francisco Bay area are similar to those for whites, whereas rates for
prostate and bladder cancer are lower.  In Hawaii, the rates for stomach
cancer are higher for Hawaiians and Japanese of both sexes and for
Chinese and Filipino females than the corresponding rates for Caucasians
(Table 16-2) (Young ej^ al., 1981).
The differences in the rates of cancer among racial and ethnic
groups do not necessarily have a ready interpretation.  Some, such as
the similarity of rates among the various ethnic groups (Henderson e£
al., in press) suggest the possibility of a genetic contribution to
cancer at some sites. However, other explanations should also be
considered. Most of the differences would indicate that cultural and,
thus, environmental factors are involved in the etiology of cancers at
the various sites. Among these, dietary factors are likely to be of
critical importance.
CHANGES SUBSEQUENT TO MIGRATION
The hypothesis that differences in cancer incidence and mortality
among racial or ethnic groups are due largely to cultural rather than
genetic factors receives considerable support from data on groups that
have migrated (Haenszel, 1961; Kmet, 1970).  In general, the incidence of
cancer in migrant groups is similar to that of the country of origin or
is intermediate between that of the country of origin and the host coun-
try. After one or more generations, it becomes the same as that of the
host country.  These trends have been well documented for gastric, colon,
and breast cancer in Japanese who migrated to Hawaii and to the western
continental United States and Canada (Buell, 1973; Kolonel et_al., 1980);
Eastern Europeans who migrated to the United States and Canada (Kmet,
1970); Icelanders who migrated to Manitoba, Canada (Choi et^ aJU , 1971);
and Southern Europeans who migrated to Australia (McMichael e£ al., 1980),
The changes seem to be most rapid for colon cancer and somewhat less
rapid for stomach cancer.  They are slowest for breast cancer, requiring
more than one, or possibly two, generations for a full effect to be mani-
fested.  These different rates of change may reflect differences in the
stage of life during which factors exert an effect, or they may reflect
the differences in the action of carcinogenic initiators or promoting
agents.

